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In presenting this communication to you I 
first want to tell you that I claim nothing new 
or original, and the recommendations are made 
to conform to the standard suggested by the 
American Medical Association and the United 
States Public Health Service. 

Since the discovery of the cause of syphilis 
a whole generation has grown up, and yet there 
is no reliable evidence that the incidence of 
syphilis has diminished in the United States. 

We possess all the basic knowledge necessary 
to eradicate syphilis, and all that is required, so 
it is said, is the effective application of that 
knowledge and syphilis will disappear. Why 
then has syphilis not become extinct? Our con- 
clusion, then, must be that we have been unable 
to apply our knowledge effectively. We are theo- 
retically in a position to deal effectively with 
syphilis ; however, we still lack precise knowl- 
edge concerning many phases of it. 

Your committee on the prevention and con- 
trol of syphilis has formulated a plan for this 
State which contains the essential features for 
State syphilis control as recommended by the 
Conference on Control Work held in Washing- 
ton December 28-30, 1936. 

I shall not attempt to discuss this entire pro- 
gram, as time will not permit, but shall dwell 
only on a few main parts. 

1. The set-up. 

This program is to be directed and controlled 
by the South Carolina Medical Association 
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through a central committee consisting of five 
members, and each county will have a local ad- 
visory committee consisting of four physicians 
to make recommendations for that particular 
locality. The details of any modern program 
will differ from city to city in accordance with 
the size and population. 

The principles involved, however, should be 
identical, since these principles are accepted 
scientific facts. 

In order to have the program function prop- 
erly, we feel that local committees in each coun- 
ty should be familiar with their particular 
needs, and there will be no conflict in this re- 
spect. 

For the administration of this program, in 
addition to the above committees there must be 
a full time control officer associated with the 
communicable disease division of the Public 
Health Department, but directed as an entirely 
separate section. 

2. A state wide survey to determine the num- 
ber of cases of syphilis in South Carolina. 

Information as to the prevalence of syphilis 
must be obtained at the beginning of special ef- 
forts to control, in order that this information 
can be compared with similar data during the 
progress of the program. 

Before syphilis can be treated, it is necessary 
to properly diagnose the disease. All aids neces- 
sary to make a proper diagnosis will be fur- 
nished; namely, through the Public Health 
Service to discover the individuals with syphilis, 
and by giving every possible aid to physicians 
and institutions in case finding activities; that 
is, free and prompt laboratory service, Wasser- 
mann, Kahn, and dark field examination, routine 
laboratory examination of spinal fluid, including 
mastic test. 

The local advisory committee will recommend 
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the desirability of establishing a diagnostic 
clinic in that locality. These diagnostic clinics 
are to be limited to the laboratory work men- 
tioned above, and will examine cases only when 
referred by the attending physician, the request 
being written on a prescribed form, and no 
treatment or any information given unless so 
requested by the referring physician. 

By whom and what treatment shall be given? 
It is necessary to provide treatment for the 
many neglected cases of syphilis, and we be- 
lieve the solution is not to be found in establish- 
ing more and larger health departments but 
rather in cooperation with private practitioners, 
voluntary hospitals, and clinics. We will pro- 
vide ample facilities for diagnosis and treat- 
ment, and we urge every physician to treat his 
own patients whenever possible. 

3 (A). The arsenicals, bismuth preparations 
and mercury to be distributed free for all per- 
sons infected with syphilis (pay and indigent). 

Before any drug is generally accepted in the 
treatment of syphilis, it will have fulfilled the 
requirements of long term experimental and 
clinical study outlined in accepted text books of 
syphilology. This particular point under dis- 
cussion is not so much the general acceptance 
of a drug by the medical profession as a choice 
of drugs for distribution to clinics and practi- 
tioners. ‘Therefore, it is necessary that we 
avoid the use of drugs or methods of administra- 
tion which are still in the experimental stage. 
Four major considerations govern the distribu- 
tion of drugs; these are effectiveness, ease of 
administration, reactivity, and price. 

The only arsenical drugs which meet these re- 
quirements are the arsphenamines (particular- 
ly arsphenamine and neo arsphenamine) and 
trparsamide. Sulph-arsphenamine is a danger- 
ous drug to use in adults; its only field of use- 
fulness is in infants or young children. Under 
no circumstances should we undertake the 
promiscuous distribution of tryparsamide; the 
danger of visual reactions from the use of this 
drug is so great that it should not be used except 
by experts who have at their command an ade- 
quate ophthalmologic service. 

At present a new drug, mapharsen, has thus 
far been demonstrated in the hands of a number 
of investigators to be of value in rapid steriliza- 
tion of surface lesions, in the healing of lesions, 
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in the reversal of serologic test in early syphilis. 
and in low reactivity. Only years of observa- 
tion will demonstrate its comparable value with 
the arsphenamines in long-term clinical results. 

Bismuth preparations will be distributed. 
Present opinion indicates that these prepara- 
tions should be either an insoluble salt suspended 
in oil or a lipo soluble salt. Since the former is 
much cheaper than the latter, we prefer the 
insoluble salt, of which the more satisfactory is 
the sub-salycilate in 10 per cent suspension. 

In order to deal with the situation in rural! 
areas where clinics are located at a long distance, 
it is necessary to make available mecurial oint- 
ments to be utilized as interim treatment be- 
tween the arsenical courses. 

3(B). The committee feels that a standard 
minimum course of therapy should be formu- 
lated. ‘There are two systems for the treatment 
of early syphilis, the British-Danish, intermit- 
tent, and the American continuous—alternat- 
ing. The United States Public Health Service 
believes they have proven the continuous—alter- 
nating to be the better. It is better than any 
American intermittent system which simply de- 
parts from the continuous by introducing rest 
periods, and lapses into a system of drug doses 
and interval usage that should be continued. 
Against American intermittent procedure o/ 
this lapsing type we should be warned and 
warned again. 

The American alternating (single-deck) sys- 
tem cannot give rest periods without a striking 
drop in effectiveness, a sharp rise in relapses, 
delayed serological reversals, and irreversal 
positives. 


The American continuous—alternating sys- 
tem has moreover the additional advantage of 
saving the difference between 65 and 90 weeks. 
and the League report concedes its probable 
greater effectiveness in keeping the patient in 


contact and control. Rest periods do not in- 
crease the tolerance of drugs. It is now ap- 
parent that the more refractory stage of early 
syphilis from the standpoint of control of re- 
lapse, serological results, and cure, is the sero 
positive primary, yet in view of the slow prog- 
ress made in the dark field diagnosis the inevita- 
ble tendency of the uneducated public to bring a 
self concealing disease to late diagnosis and 
treatment, and the serologic-mindedness of the 
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medical profession, this is precisely the stage in 
which syphilis will tend to present itself for 
treatment for a long time to come. 

Let the doctor and patient, therefore, be 
warned that this stage of the disease carries 
the worst not the best expectancy, that it can 
be brought up to the general level only by the 
use of some 15 more arsphenamine injections 
than are called for in seronegative primary 
syphilis, and 10 more injections than are called 
for in a fully developed secondary case, with a 
corresponding increase in the amount of bis- 
muth administered. 

At best the results for seropositive primary 
syphilis, even with the increased treatment de- 
scribed, are 20 per cent (65 per cent versus 85 
per cent) below the best obtainable by treat- 
ment begun in the seronegative primary stage. 

Fully developed secondary syphilis treated by 
intermittent or catch-as-catch-can methods 
yields even worse results than seropositive pri- 
mary (58 percent). But in compensation it 
appears that if secondary syphilis is treated by 
a continuous system, the results quite closely 
approximate the best obtained in seronegative 
primary syphilis (81 per cent as compared with 
86 per cent). 

The theoretical basis for this very interesting 
observation cannot be here discussed but is 
brought out in recent publications. It offers us 
substantial encouragement for the individual 
who appears with secondaries in contrast with 
the comparatively unsatisfactory status of sero- 
positive primary syphilis. 

Let me impress you, then, once more with the 
importance of the continuous treatment of 
syphilis. 


The conclusions drawn from the study of 
cutaneous and mucosal relapse by the University 
of Pennsylvania group and the presentation of 
this problem from the Cooperative Group ma- 
terial have been summarized in the following 
condensed statement of the principles govern- 
ing the control of infectiousness in early 


syphilis. Any standardization of treatment 
must, it is believed, conform to these principles 
and take account of these conclusions to be 
acceptable : 

Control of Infectiousness in Syphilis. 

1. Infectiousness in syphilis is a function of 
three factors: (a) time; (b) arsphenamine; 
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(c) individual predisposition to relapse. 

2. Infectiousness is not a function of the 
serologic state of the patient. No serologic test 
has any value as a proof of infectiousness or 
noninfectiousness, early or late. 

3. Syphilis, treated or untreated, is most in- 
fectious early, grows less so with lapse of time, 
is rarely infectious (but may be so) after five 
years. Late syphilids and late prenatal (“con- 
genital’) cases are not infectious. 

4. Therefore, spar for time and delay in any 
issue involving infectiousness (i.e., marriage, 
intercourse. ) 

5. Infectiousness is controlled and syphilis 
will be extinguished, if ever, as a health prob- 
lem, by treatment of the infectious person. 

6. The public health responsibility of the 
physician is therefore with the early months and 
years of the disease. 

7. Treatment to control infectiousness must 
be with the arsphenamines. No other drug will 
do. 

8. The use of arsphenamines must not be de- 
layed even to secure any minor individual im- 
munizing advantage. 

9. Treatment to control infectiousness must 
be continuous, not intermittent, and last at least 
eighteen months. Rest periods encourage re- 
lapse. 

10. Acetarsone (Stovarsol), tryparsamide, 
and non specific (including fever) therapy must 
not be expected to control infectiousness. 

13. The amount of arsphenamine required is 
not less than 20 injections. The critical point 
is between 5 and 9. 

14. Heavy metal is required as an adjunct. 

15. The infectiousness of semen and vaginal 
secretions, even in the absence of lesions, in 
early and latent syphilis demands absolute me- 
chanical protection in intercourse, treatment or 
no treatment. 

16. Continence, advised, is seldom practiced. 

17. There is a relapsing type of early syphilis 
regarding which no rules or predictions can be 
formulated. 

18. In relapsing types, infectiousness may re- 
appear immediately after, or even during 
(arsphenamine resistant) treatment with the 
arsphenamines. 

20. The great promotor and source of re- 
lapse is the short arsphenamine course (1 to 4 
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injections ) unsupported by other treatment. 

21. Treatment prophylaxis (after exposure ) 
is unreliable. If given it must be followed 
through. 

25. The child of the pregnant syphilitic wom- 
an should not be destroyed, but protected in 
utero by treatment of the mother, before and 
after conception, and of the father, if syphilitic, 
before conception. 

Latent syphilis. 

With the new detection machinery in full 
movement an enormous influx of seroposi- 
tive latency is to be expected, and must be evalu- 
ated and treated. 

The aim of treatment after the establishment 
of latency is no longer radical cure but instead 
clinical “arrest,” and the prevention of infection 
of others. 

Latent syphilis less than four years duration 
should be given the treatment for early syphilis. 

The application of the method of treating 
latent syphilis is materially influenced by the 
patient’s age and probable life expectancy. 

If the patient has passed the age of sexual 
activity so that he no longer exposes others to 
infection and if his own probable life expect- 
ancy is only ten to fifteen years, the risk of treat- 
ment may well be greater than the risk of 
syphilis. It is, of course, not possible to set 
an age limit past which treatment should be 
given or its intensity lessened. Each patient 
presents an individual problem to be solved only 
after consideration of the physical and social 
status. 

Syphilitic woman : 

It is impossible to minimize the advance made 
by the demonstration of the effects of treatment 
for the syphilitic woman upon the health and ex- 
pectancy of the child. 

The principles are summarized as follows by 
Dr. John H. Stokes: 

1. Recognize infection before the fifth month 
of the pregnancy. 

2. Treat every woman known to have had 
syphilis through each pregnancy, whether Was- 
sermann positive or negative; take blood pres- 
sure and test urine for albumen before each in- 
jection. 

3. Give in excess of 4 g neoarsphenamine, in 
a total of at least 10 injections. 

4. Give also at least 10 bismuth injections. 
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5. Rely chiefly upon the arsphenamine—end 
with it. 

6. Have cord and tenth day blood tests on 
the baby, not the former alone. 

7. Follow the child for at least 2 years—more 
if possible; have X-ray studies of the bones if 
suspect, regardless of blood findings, shortly 
after birth. 

The syphilitic child and the neuro-syphilitic. 

This is too great a problem to review at this 
time, and requires special examination and treat- 
ment. 

There are many phases of this program that I 
would like to review and will probably do so at 
a later date, and in bringing this communication 
to a close I quote Dr. Stokes on his paper, 
“Clinical Problems in Syphilis Control.” 

“All that has gone before is reduced to noth- 
ing unless you bring your patient to an unswerv- 
ing allegiance to yourself and all you represent 
and advocate, by such a humanity of approach, 
such an anticipation of his needs and problems 
as a being like yourself, as only the heart can 
compass. Injections of chemotherapeutic agents 
are merely mediated by the hand and head. Ef- 
fective treatment for syphilis may indeed be 
mechanized to a certain perfection of knowl- 
edge. But the uprooting of the disease from its 
hold upon humanity is done by the eye, the voice, 
the understanding and sympathetic spirit with- 
out which all of our much gathering of knowl- 
edge is but the unliving dust.” 
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DISCUSSION 


Dr. James A. Hayne, Columbia: 

I am not going to orate; I love to hear myself 
speak, but I am not going to indulge myself in that 
pleasure today. The slogan the State Board of 
Health has adopted is that no child shall be born in 
South Carolina five years from now with hereditary 
syphilis. That is an entirely feasible proposition, 
and it merely depends upon the medical profession of 
South Carolina as to whether they are going to ex- 
amine their pregnant women—give them the Wasser- 
mann or the Kahn and, if they have a positive reac- 
tion, give them appropriate treatment. It depends 
upon that. It could be done in less than five years, 
but I give them that period. 


The State Board of Health is heart and soul in the 
fight against syphilis. It is your job, not our job. 
We are going to furnish the instruments, the tools, 
the guns, with which you can wage this war. We are 
going out and publish the propaganda that is neces- 
sary in waging any war. But it is up to the physicians 
of South Carolina and the United States. It has been 
brought to their attention. They know what the 
problem is. They know that in South Caro‘ina one 
out of every twenty-five white people have syphilis 
and one out of every three or four Negroes. You 
have made a successful fight against tuberculosis, 
which is a much harder disease to conquer; and now 
we are asking you to make a fight against a disease 
which is easier to conquer and costs less to conquer. 


Hugh E. Wyman, M.D., Columbia: 


it has been 31 years since the discovery of the 
treponema pallidum, which everyone accepts as the 
causative agent of syphilis—30 years since the dis- 
covery of the Wassermann reaction, and 29 vears 
since Ehriich’s discovery of the arsphenamines in the 
treatment of syphilis. Hence, we know the cause of 
syphilis, how it is spread, the diagnostic criteria, which 
are the Dark Field and Wassermann tests, and the 
specific cure for the disease. Today, it should be as 
extinct as the proverbial “dodo” bird, but instead it 
is apparently more prevalent than ever before in the 
history of our country. It is alleged by no less an 
authority than Dr. Paran, Surgeon General of the 
U.S.P.H. Service, that one person in every ten in the 
United States is afflicted with syphilis. 

In genera!, a programme for the control and erad- 


ication of syphilis can be summed up under four 
general heads: 


EDUCATION 
PROPHYLAXIS 
DIAGNOSIS 
TREATMENT. 

It is possible to prevent syphilis or gonorrhoea by 
the avoidance of the exposure to the infection. Ex- 
posure always being a voluntary action, and education 
influences conduct, therefore, Education must have a 
place in any programme. Individual education, educa- 
tion of the public, through the public press, and other 
lay organizations, such as Parent-Teacher Groups, 
Service Clubs, etc. 

It is also possib’e, by mechanical and chemical 
means, to prevent gonorrhoea and syphilis in spite of 
exposure with an_ infected person. Therefore, 
Prophylaxis must have a pace in such a programme. 

It is possible to render infected persons non-in- 
fectious by specific therapy, therefore, Treatment 
must have a place in the programme. 

I am of the opinion that the State should have easily 
accessible laboratories, and furnish to all physicians, 
free of charge, serological and dark field examinations 
for the diagnosis of syphilis, free arsenicals and heavy 
metals used in the treatment of syphilis, a properly 
organized and carried out educational programme for 
information to the laity, and the establishment of 
prephylactic stations where advisable. 

I do not believe that physicians or clinics should 
treat syphilis free of charge. It has been my observa- 
tion that patients who pay something for their treat- 
ment will continue treatment with more regularity 
than those who pay nothing. 

Prevention, Early Diagnosis, and Adequate Treat- 
ment, are the criteria in any programme to eradicate 
syphilis. 


SOME OBSERVATIONS ON ERRORS 
MADE IN THE DIAGNOSIS AND MAN- 
AGEMENT OF EAR, NOSE AND 
THROAT CONDITIONS 


By 
J. W. JERVEY, JR., M.D. 
Greenville, S. C. 


So many mistakes have been observed in the 
diagnosis and management of conditions in the 
ear, nose and throat that a discussion of the sub- 
ject seems fully warranted and it is hoped will 
be interesting as well as helpful. Far be it 
from me to suggest that all these errors are 
made by others than otolaryngologists. Many 
of them are so made, but no illusions are 
cherished as to my own infallibility or that of my 
confreres. In reviewing this topic I shall try to 
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avoid reference to highly controversial points 
within the field of otolaryngology and confine 
my remarks to some of the more practical prob- 
lems which are apt from day to day to confront 
anyone in the active practice of medicine or sur- 
gery. I hope for your just and constructive 
criticism. Time prevents analysis of many mat- 
ters which are deserving of consideration. 

The following cases are factual: 

I was called to see a young lady who had con- 
sulted an excellent man in one of our larger 
eastern cities. He had opened her right ear 
three weeks before and it had healed in a rea- 
sonable time. Forty-eight hours before I saw 
her the ear began to discharge again and he had 
urged an immediate mastoidectomy. The ear 
drum was congested but not bulging. The 
canal wall was quite red. Slight discharge was 
present and some mastoid tenderness. A most 
important point, however, was that with all this, 
she had excruciating pain on motion of the 
auricle. She completely recovered from her 
external otitis in about three days time. 

How. many of you here would like to have 
a middle ear abscess opened without an anes- 
thetic? It is being so done entirely too often. 
I don’t mean to say that incision without anes- 
thesia is never indicated, but incision is most 
safely and satisfactorily accomplished under a 
general anesthetic wherever possible. Merely 
sticking the ear drum is not sufficient. With 
the patient asleep one can take his time, and 
secure a wide opening without injury to the 
ossicles, or the inner wall of the middle ear. 

It would seem in obscure cases with fever, 
and especially so in children, that sufficient stress 
has been laid on the importance of an examina- 
tion of the ears; both ears please! Yet this 
simple procedure is too often omitted. A child 
of twelve came to me because of a discharging 
ear of a week’s duration. The diagnosis had 
been influenza. No question had been asked 
relative to ear pain, yet he had had it from the 
beginning, though lacking the desire or the in- 
telligence to make it known, and the ears had 
not been examined. He is at present under 
observation with treatment directed toward ob- 
viating the necessity for a mastoidectomy. 
Would the outcome have been different had the 
ears been examined at the physician’s original 
visit? Perhaps so; perhaps not; but in either 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


event there is no plausible excuse for failure 
to make a reasonably complete physical ex- 
amination. 

It is probably not amiss here to express my 
opinion regarding haste in advising mastoidec- 
tomy. Incredibly often, as in the case prev- 
iously mentioned, operation is insisted upon too 
quickly. There is rarely any need to be precip- 
itate in advising this procedure. In ten years 
of experience I have never seen a case where it 
was an emergency measure. Many have been 
spared the necessity, and to my knowledge none 
have been lost because of procrastination. 

Post-auricular abscess is met with occasion- 
ally. Almost always it is the result of mastoid 
disease breaking through the cortex. Some 
years ago a distinguished and now deceased 
member of this association was confronted with 
this condition in a young man. With little 
hesitation he plunged a knife into the abscess 
and inadvertently opened a very superficial 
lateral sinus. In such a situation the enormous 
hemorrhage is enough to shake the heart of the 
stoutest surgeon. Being a man of resourceful- 
ness, however, he quickly forced his finger into 
the opening and with gauze rapidly packed the 
wound as tightly as possible. The patient was 
ultimately saved. The incident suggests that 
a post-auricular abscess should be approached 
with caution. 

Chronic purulent otitis media is a distressing 
condition and unpleasant for both patient and 
doctor. Unfortunately, irrigations are usually 
advised. These cannot be carried out under 
sterile precautions and moisture promotes the 
continuance of discharge. These patients can 
be more safely shown how to dry the ears with 
cotton swabs and follow this with the applica- 
tion of a good antiseptic, preferably a tincture. 
I have seen many chronic ears dry up a few 
days after irrigations were stopped. Frequent 
attention by an otolaryngologist is desirable, 
and often wonders can be accomplished with a 
little care and patience. 

Acute membranous nasopharyngitis is com- 
monly undiagnosed. These people suffer from 
severe sorethroat, almost unbearable headache, 
and prostration with high fever during the 
earlier days of illness. The nose is usually well 
open. There may be no pathology observable 
in the pharynx. Only with a post nasal mirror 
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can be seen intense redness of the nasopharynx 
with enlargement of lymphoid follicles, some of 
which are ulcerated or covered with a dense 
membranous or purulent exudate. Please do 
not forget the nasopharynx! 

Diphtheria is mentioned for two reasons ; first 
because I have in recent months observed two 
cases which clinically appeared to be peritonsil- 
lar abscesses, so much so that one had been in- 
cised before admission to the isolation ward and 
the other was on the point of being opened by 
the interne ; second because in one of these cases 
toxin-antitoxin had been previously used. Don’t 
forget diphtheria simply because the patient has 
been previously immunized. 

Occasionally still is seen a patient who has a 
furuncle in or near the external naris or upper 
lip which has been incised. At the expense of 
possibly insulting your intelligence, let me warn 
that incision or squeezing of a furuncle about 
the naris or upper lip is an exceedingly ill ad- 
vised practice, as there is great danger of re- 
sultant cavernous sinus thrombosis with inevita- 
ble death. The only local treatment should be 
the use of hot applications. 

Frequently a patient approaches the rhinolo- 
gist with a ready-made doctor’s diagnosis of 
tumor or polyp in the naris. Oftener than not 
it is only the anterior end of an enlarged or 
oedematous inferior turbinate, but the poor fel- 
low has been needlessly frightened. 


I know of no procedure in medicine or sur- 
gery which, when done in properly selected 
cases, mark that, when done in properly selected 
cases, gives as much relief to the patient, and 
satisfaction to both patient and doctor, as a well 
executed submucous resection. Submucous re- 
section of the nasal septum is not an operation 
on the nasal accessory sinuses, although it is 
commonly so regarded by the laity. A patient 
with a badly deflected septum, one definitely re- 
quiring operation, came to me not long ago look- 
ing for help. He had been advised by his fam- 
ily physician, who was and is a good friend of 
mine, never to have his nose operated on. Here 
was a practitioner absolutely unqualified to pass 
on the merits of this particular case giving posi- 
tive advice without the sphere of his daily work, 
and condemning his patient to long suffering 
from a bony and cartilagenous nasal obstruc- 
tion. Believe me, the same things happens only 
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too frequently. It is regrettable if all of us in 
the field of otolaryngology are to be indicted 
because a few have gone and are still going the 
limit in surgery wherever there is opportunity 
for it with remuneration. Surely some of us 
deserve your confidence and consideration, and 
surely too your patients should have the best 
they can get in the hands of one qualified by 
thorough training and prompted by honest judg- 
ment. 

Usually, save in acute conditions, the less you 
put in a nose the better. The most satisfactory 
solution that can be used to afford ventilation 
and drainage is a 2 per cent solution of ephe- 
drine sulphate in normal saline. Most of the 
oily preparations inhibit ciliary activity and tend 
to promote or prolong symptoms although they 
may give momentary relief. Time and again 
I have had patients come to me complaining 
of nasal obstruction and discharge. Inquiry 
reveals that for weeks or months they have 
been using some medicine to open up the nose: 
Only temporary comfort is being secured and 
the tendency is to use more and more of the 
remedy as it becomes less and less efficient. The 
simple withdrawal of intranasal treatment re- 
sults in cure. 

Let me acquaint you with an original observa- 
tion of my own, which I believe of very definite 
value in the management of certain pathologic 
conditions in the antrum of Highmore. We are 
all familiar with the fact that X-rays are fre- 
quently misleading, and that irrigation of an 
antrum which is cloudy on transillumination 
often produces no pus. As an additional aid 
to physical diagnosis I offer the use of a nasal 
spray consisting of a solution of cocaine and 
adrenalin. Many antrums, completely opaque 
on transillumination, will within three minutes 
after spraying the middle meatus with this al- 
terant become relatively or perfectly clear. 
Certainly under such circumstances it is well to 
delay irrigation, and so far I have never had to 
wash an antrum which has cleared in this man- 
ner. 

A few remarks on foreign bodies: Some 
years ago a practitioner observed that he had 
seen many cases of a cockleburr in a child’s 
larynx, and that he found it a simple matter to 
extract it in each instance with his finger. One 
mistake here was that the diagnosis was wrong. 
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The cockleburrs were not in the larynx, but 
must have been in the pharynx. Furthermore, 
the insertion of a finger in the respiratory (or 
alimentary) tract for diagnosis of a foreign 
body is obviously a dangerous procedure and 
cannot be justified under any conditions. In 
this connection, foreign bodies in the nose were 
vastly better left to the ministrations of a hand 
that has been trained to remove them. Un- 
skilled fingers are almost certain to force such 
a body into still further obscurity, perhaps even 
causing aspiration into the lungs whence it is 
much more difficult (and expensive) to remove 
it. Much of the same is true of foreign bodies 
in the external auditory meatus, and it is as- 
tonishing how difficult it often is to make such 
a diagnosis. 

Lastly I report one of my own miserable 
failures. A young man was admitted with a 
closed left eye and considerable tenderness and 
edema over the left frontal sinus which was 
cloudy on X-ray, but showed no evidence of 
osteomyelitis. Removal of the middle turbinate 
and opening the left frontal did not give satis- 
factory relief, although drainage began through 
the nose. Two days later an orbital abscess 
was opened with considerable discharge. Be- 
cause of the fear of meningitis lumbar punc- 
tures were done which showed high cell counts 
but no bacteria. On the eighth day he sud- 
denly ceased breathing. Artificial respiration 
kept him alive. My consultant, hastily obtained, 
secured from the nurse a story of unwillingness 
on the part of the patient to move his right leg, 
and in two minutes made a diagnosis of brain 
abscess which I had never considered. The skull 
was immediately trephined by a general surgeon 
and a large subdural abscess found in the left 
temporal region. Death followed in about ten 
hours. 

Disappointment prompts these “lame and im- 
potent conclusions:” We are inclined to stop 
thinking when once we have made, or childishly 
believe we have made, a correct diagnosis. We 
are too opinionated when we find ourselves in 
a difficult position. We do not use consulta- 
tion often enough or early enough. One man 
can’t know it all, and fortunately it isn’t ex- 
pected of him. All of which, in the words of 
that delightful, and perhaps eccentric genius, 
a member of this society all of his professional 


life, and whom many of you knew, Dr. Walter 
Peyre Porcher, all of which is “simply and evi- 
dently and only so!” 


DISCUSSION 


Dr. Walter Bristow, Columbia: 

Dr. Jervey’s timely paper dea‘is with conditions 
which are of practical interest to every practitioner 
of medicine. He should be commended for calling to 
our attention mistakes which the Fye, Ear, Nose, and 
Throat doctors may consider as unpardonable, but 
which are being made every day. 

I would like to emphasize Dr. Jervey’s observation 
about the use of hydrochloric acid in certain forms 
of pharyngitis or “muscular rheumatism of the 
throat.” Sometimes relief is obtained by the oral 
administration of hydrochloric acid, the intramuscular 
injections not being necessary. 

In opening a middle ear abscess I always use general 
anesthesia in all children above two years of age and 
occasiona‘ly in adults. For fifteen years I have used 
a few whiffs of ethyl chloride for this purpose and 
have never had cause to regret it. I find ethyl chloride 
easier to handle and easier to administer than chloro- 
form. It is equally as rapid and is not nearly so 
often followed by nausea and vomiting. 

Dr. Jervey’s observation about emergency mas- 
toidectomies should be emphasized. Practically all 
otologists who understand the pathology of mastoiditis 
are inclined to wait two or three weeks before open- 
ing a mastoid unless symptoms of meningeal irrita- 
tions appear. To quote Dr. S. J. Kopetsky, “The 
only reasons for operating upon a mastoid in the mid- 
dle of the nigiit are financial ones.” 

Papers such as Dr. Jervey has just presented should 
be read by every physician who has to deal with the 
practical problems which are turning up daily in the 
life of every busy practitioner. Again I wish to com- 
mend him upor. the timeliness of his subject. 


Dr. Jervey, Closing the Discussion: 

Mr. President, and gentlemen: I have a word of 
apology to offer to Dr. Bristow for not having warned 
him that, because I had to cut my subject down for 
lack of time, I should not make mention in reading my 
paper of a paragraph I had written relative to a 
condition which is frequently seen in persons who 
have recently been subject to some mild, acute iilness. 
I have reference to the syniptoms in the throat which 
we so oiten see men and women complaining of— 
pain on swallowing or a feeling as of a lump in the 
throat which will not come up and can not be swal- 
lowed; a very definite pain and severe pain, as I have 
reason to know from personal experience. On look- 
ing into the throat there is absolutely no pathology 
to be seen. Yet my experience has taught me that the 
intramuscular injection of 2 cc. of two per cent hy- 
drochloric-acid solution, in one per cent novocain, 
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perhaps for one day, perhaps for two, seldom more, 
wil result in almost immediate cure. 

I failed also to remark in my paper, for lack of time, 
that, as regards general anesthesia for middle-ear 
abscesses I prefer the use of chloroform. It gives a 
quick, good anesthesia, from which the patient re- 


covers without untoward symptoms. All the older 
men know, and please you remember, that chloroform 
has to be given slowly, with plenty of air, and that it 
must not be given with the reckless abandon so often 
employed in the administration of ether. 


COLUMBIA MEDICAL SOCIETY 
MEETING 


The Columbia Medical Society met July 12, 
1937. The meeting was called to order by Dr. 
Bristow at 8:40 P. M. Seventy three members 
were present. Reading of the minutes of the 
previous meeting was postponed until the next 
meeting. 

Under clinical cases, Dr. D. S. Black re- 
ported that of a patient twenty years old who 
had oedema of the ear. This patient was a full 
term primipara and he was suspicious of be- 
ginning labor as he had had a similar case 
twenty years ago, except at that time a tooth 
was involved. The nurse reported earache at 
intervals ranging from twenty minutes down 
to five minutes when she called Dr. Black. 
Patient had a normal delivery of a normal baby 
with no pain experience except that of the 
earache which occurred with each contraction 
phase of the labor. 

Dr. Herndon was then called to the chair 
and took charge of the Scientific program. 

The first paper of the evening was “Malig- 
nancy of Thyroid” by Dr. E. J. Losli. Dr. 
Losli stressed the lower incidence in the South, 
but stated that it was more common than 
generally suspected. He gave several interesting 
case reports and drew the following conclu- 
sion: 1)We should dispel the impression that 
malignancy of the thyroid is a rarity; 2)All 
nodules are potential malignancies; 3) All 
specimens should be examined microscopi- 
cally. The paper was discussed by Drs. Bristow, 
Plowden and Rodgers. The discussion was 
closed by Dr. Losli. 


The second paper was “Practical Points in 
the Treatment of Coronary Diseases” by Drs. 
l.. IT. Gager and H. D. Coffee. Dr. Gager 
stressed rest as the basis treatment and for 
infarctions a low caloric diet. The effect of 
vasodilators was questionable in his opinion. 
When medical efforts failed the surgeon was 


called upon. Dr. Coffee then gave the technique 
for his subtotal thyroidectomy. The paper was 
discussed by Drs. N. B. Heyward, Quattle- 
baum, and Zemp. Dr. Gager closed the dis- 
cussion, 

Dr. Bristow announced that there would be 
no business .neeting in July. 

The scientific part of the program was fol- 
lowed by delightful refreshments in the reading 
room of the Recreation Building of the Vete- 
rans Hospital. 

J. McMahan Davis, M. D., Secretary. 


RIDGE MEDICAL SOCIETY MEETING 

The Ridge Medical Society met the twenty 
first of June with a good attendance. 

Dr. O. D. Garvin, District Health Officer, 
reported six cases of typhoid fever in the lower 
portion of Saluda County. 

Dr. A. T. Neeley, of Newberry, gave an 
instructive talk on intubation in laryngeal diph- 
theria and illustrated by giving reports of a 
few cases. 

Dr. Theos. E. Madden, of Columbia, read 
an interesting and instructive paper on 
encephalitis. He also exhibited pictures of a 
case of post vascinal encephalitis with an 
excellent description of the symptoms, causes, 
prognosis, and treatment. He said this case was 
the only one reported in South Carolina, The 
first case reported was in 1921. Holland has 
the most cases of all of the countries. The 
United States has only thirty seven reported 
cases. 

Supper was served in The Rutland Hotel. 
Dr. J. R. McCormick, of Columbia, honored 
the Society with his presence. 

The Ladies Auxiliary met with Mrs. E. C. 
Ridgell. 

The descendants of the late Dr. W. H. 
Timmerman had a reunion at Leigler’s Mill 
since this meeting. 

P. A. Brunson, President 
O. D. Garvin, Sec. Pro Tem 
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AUGUST, 1937 


DR. JULIUS H. TAYLOR RESIGNS AS PRESIDENT 
OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


On the advice of his physician Dr. Taylor 
retired from the office of President of the South 
Carolina Medical Association on July 30. This 
announcement will be received with the keenest 
regret by every member of the Association. Dr. 
Taylor had for many years been an active 


worker for the best interests of his profession 
not only in the State of South Carolina but 
throughout the South. Dr. Taylor had held 
many offices of distinction in organized medi- 
cine, and his elevation to the Presidency of the 
State Medical Association was a crowning 
honor well deserved. It is hoped that by being 
relieved from the responsibility as head of the 
medical profession of the State this step will 
militate toward the recovery of Dr. Taylor's 
health. 


DR. L. M. STOKES OF WALTERBORO BECOMES PRESI- 
DENT OF THE SOUTH CAROLINA MEDICAL 
ASSOCIATION 


On the resignation of Dr. Julius H. Taylor, 
of Columbia, as President of the South Carolina 
Medical Association Dr. L. M. Stokes, of 
Walterboro, Vice President, assumes the duties 
of the office. Dr. Stokes is well qualified to fill 
this position. He comes from a progressive 
section of the State and from a growing medical 
center and withal an important division of the 
organized set up of the South Carolina Medical 
Association, namely, the First District. There 
has long been an unwritten custom to honor dif- 
ferent sections of the State with the Presidency 
of the South Carolina Medical Association, and 
this is the first instance in which this particular 
locality has been so recognized. We present 
herewith a brief sketch of our new President. 

Leonidas M. Stokes, son of Alfred E. Stokes 
and Annie E. Hill, was born in Colleton County 
on an ancestral plantation near the Edisto River, 
April 6, 1879. He attended the public schools 
of Walterboro and received his A.B. Degree in 
1902 from the University of South Carolina. 
After graduating from the Medical College of 
the State of South Carolina in 1906 he began 
the practice of the profession of medicine in 
Walterboro. In 1907 he was married to Miss 
Eugenie Lucas of Walterboro, South Carolina. 
After sixteen years in the general practice of 
medicine and surgery he spent six months in the 
New York Post Graduate School and hospital, 
paying special attention to eye, ear, nose, and 
throat. He was a medical member of the local 
board during the World War. Dr. Stokes has 
held many honors, among them being Chief of 
Staff of the Charles Es’Dorn Hospital, Walter- 


194 
} 
¢. 


boro, S. C.; President of the Colleton County 
Medical Society ; President of the Coastal Medi- 
cal Society; member of the State Board of 
Medical Examiners; and Vice President of the 
South Carolina Medical Association. He has 
been actively identified with the health of the 
community and has served as Chairman of the 
Board of Health for the town of Walterboro 
and as Health Physician for many years. 


PIEDMONT POST GRADUATE CLINICAL 
ASSEMBLY 


One of the most active organizations of the 
South Atlantic States is the Post Graduate 
course conducted at Anderson each year. The 
date this year has been fixed for September 8, 
9, and 10. The preliminary program discloses 
an unusually attractive series of lectures. Each 
year special stress is laid on some one phase of 
medical practice, in order that there may be 
a logical sequence covering most of the problems 
met by the practitioner in this section of the 
country. The founders of the Assembly in 
their plans provided for most of the teachers 
to come from the medical schools of the South 
Atlantic States. Each year a new medical 
school has been added to the well known 
institutions already cooperating. In this connec- 
tion it may be said that diseases of the chest 
will be emphasized particularly, and outstand- 
ing teachers have been invited to discuss these 
problems. 

Dr. Kenneth M. Lynch, of the Medical Col- 
lege of the State of South Carolina, will lead 
off on the afternoon of September 8 on The 
Pathogensis of Tuberculosis. Dr. David T. 
Smith, Associate Professor of Medicine at 
Duke University and Director of the Depart- 
ment of Chest Diseases, will speak on The 
Diagnosis and Treatment of Chronic Pulmonary 
Infections Which Simulate Tuberculosis. Then 
Dr. John M. Preston, Clinician in charge of 
the new X-ray traveling unit of the South 
Carolina Tuberculosis Sanatorium, will demon- 
strate the workings of his clinic. 

On September 9 there will be a joint meeting 
with the South Carolina Chapter of the South- 
ern Surgical Congress. Dr. Frank K. Boland 
of Atlanta, Professor of Clinical Surgery at 
Emory University, will have as his subject, 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


195 


Treatment after Laparotomy. Dr. Marion C. 
Pruitt of Atlanta will discuss The Diagnosis 
and Treatment of Common Diseases of the 
Ano-Rectum. Then Dr. A. G. Brenizer, the 
eminent surgeon of Charlotte, will present 
Down the Gasto-Intestinal Tract with Camera 
and Tools, Lantern Slides, Moving Pictures. 
On the evening of September 9 there will be 
a banquet, and among other features always 
enjoyable Dr. Boland will speak on Crawford 
Long and the Discovery of Ether Anesthesia. 
Dr. Boland probably knows more about the 
history of ether anestheia than any other living 
student of the subject. 

On September 10 there will be prominent 
speakers on obstetrics, pediatrics, and perhaps 
other every day subjects. 

The officers of the Assembly wish it clearly 
understood that this great privilege in our 
midst has been designed to benefit physicians 
in all of the nearby states. There will be a 
very small registration fee to provide for the 
printing of programs, etc. The attendance 
every year reaches approximately the one hun- 
dred mark, and this year this number should 
be considerably increased. The Headquarters 
of the Assembly will be at the John C. Calhoun 
Hotel. The lectures will be given at the new 
auditorium of the Anderson County Hospital, 
which has every convenience for teaching pur- 
poses. Where possible, interesting clinical 
cases will be presented. 


SUMMER THOUGHTS 


It has not been so long since doctors experi- 
enced a dread of the change of season, for 
there evidently was much greater responsi- 
bility on the practitioner during some seasons 
over others. Not so many years ago it was 
almost impossible for a physician to leave 
his practice in the summer time and enjoy a 
well earned vacation. If in general practice, 
he was almost overwhelmed with cases of 
typhoid fever and other intestinal disorders, 
notably diarrhea and dysentery in infancy. In 
almost any community where there is a proper 
regard for sanitation and immunizations the 
doctor may very easily leave his practice in the 
summer for a brief rest up, for these scourges 
have been greatly minimized. 
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In the early Transactions of the South Caro- 
lina Medical Association there were many 
papers calling attention to seasonal maladies. 
One of the most difficult of control was that 
of malaria. We visualize the conquering of 
this disease also in the not far distant future. 

There have been significant changes in the 
type of practice met with by the average doctor 
today. In almost every small town the modern 
doctor maintains a well equipped office, where 
multitudes of patients he once visited in their 
homes come. This has been brought about by 
good roads, rapid transit, and an enlarged ser- 
vice on the part of the well trained physician. In- 
deed, many of these offices are small hospitals 
with trained nurses, X-ray and laboratory 
facilities, and often a few beds. The holocaust 
of automobile accidents has now come on the 
scene, and practically every doctor is faced 
with emergency calls and must therefore make 
some provision for them. In a sense probably 
these emergencies are seasonal. At least they 
appear to be the result often of holiday events, 
week end events, and perhaps there is a summer 
peak to them. Suffice it to say that in all 
candor this is one of the most urgent problems 


before the medical profession and the public. 

So far this summer there have been some 
unusual happenings in medicine. Cancer has 
come in for a spectacular interest. Yale Uni- 
versity has just announced a donation of ten 


million dollars for research on cancer. Dr 
George Walker, who died recently in Balti- 
more, and who was one of the outstanding 
urologists of the world and a former South 
Carolinian, left his entire fortune of more than 
a quarter million for the study of cancer. These 
studies will probably begin in September. Then 
the President has just signed a Bill creating a 
fund of seven hundred thousand dollars to be 
expended by the Public Health Service in 
creating an institute for the study of cancer 
and provision made for annual appropria- 
tions of a like amount or more. Then the Du- 
Ponts of Delaware have provided a fund of 
sixty million dollars for the benefit of crippled 
children, and Dr. Shands of Duke University 
has just been selected to inaugurate the move- 
ment. 

In this issue of the Journal there is a thought- 
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ful paper by Dr. J. W. Jervey, Jr., which 
embodies much sane advice for the practi- 
tioner. Some of the diseases referred to are 
not so prevalent in the summer, it is true, but 
the principles involved in their diagnosis and 
treatment as brought out in the paper should 
be present with us every day. A distinguished 
professor of pediatrics recently remarked that 
if the average doctor should become more 
familiar with the findings of the otoscope and 
the microscope in the examination of the urine, 
he would be rendering a splendid service and 
perhaps not find it necessary to call in the 
pediatrician very often or the otologist only on 
rare occasions. ‘The key note of the paper re- 
ferred to, while conservative, is clearly a plea 
for a correct diagnosis and then a careful plan 
of attack. We may not expect upper respira- 
tory infections in the summer, but they do hap- 
pen and may be overlooked. Anyway there is 
a trend now not to over-treat these infections 
summer or winter. 

There may be, and probably are, too many 
medical conventions for the doctor to attend 
in the summer time. They are not strictly 
speaking vacations for the busy doctor, but 
evidently he often so considers them. Just how 
he is to orientate himself in the maze of so- 
ciety meetings and sandwich in a real vacation 
is probably not easily solved. 

Much interest has been aroused by a report 
published in the New York Times, July 14 
of Professor Harold F. Clark, of the Depart- 
ment of Economics, Teachers College, Columbia 
University, and a staff of research workers 
who spent eight years in the study of the 
income of the professions. The doctor heads the 
list of sixteen occupations as to his income. 
The working life span is estimated at forty 
two years, and the doctor has received one 
hundred and eight thousand dollars. Law 
comes next, then dentistry and engineering 
and so on down the list. The report would 
seem to agree that while the well established 
professions may be overcrowded, they still 
offer the most attractive incomes over a life 
span of years, and young people may well con- 
tinue to enter them with the probability of a 
satisfactory experience. 

This is the time when many young men 
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and women have their plans well under way 
for entering the medical schools of the country. 
There is an impression that to be accepted in 
any Class A medical school one must be a 
paragon physicially, mentally, financially, and 
educationally. There is some truth in this, but 
much misinformation. There is an idea that 
only an applicant with an A. B. or B. S. degree 
has a good chance to get into a Class A medical 
school, but that is not so. There appears to 
be only one medical school that requires one 
of these degrees absolutely. The fact is, though, 
that perhaps fifty per cent of the applicants 
are now so qualified. There are many good 
students who stand well throughout their medi- 
cal course whose preparation in the pre-medical 
course has been two and three years only. 
There are many applicants who try to secure 
admission to many different schools with the 
hope that at least one will receive them. There 
is now on the part of the American Medical 
College Association a fairly accurate check-up 
of these men. The intelligence test and the 
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personal interview have become of significant 
importance in admitting students, though there 
are many exceptions. While there are probably 
several thousand more applicants to enter the 
medical schools than can be accepted, there 
would seem to be ample room yet for the 
thoroughly prepared student with some funds 
available and good health. Incidentally, there 
is a much greater concern for the health of the 
medical student than was formerly the case. 
There have been so many tragic breakdowns 
that a change of attitude has come about in 
this regard. It is worthy of comment that the 
tide of young people turning towards medicine 
and some of the other professions varies con- 
siderably with economic trends. In some re- 
spects this is unfortunate but perhaps cannot be 
avoided. 

At the moment, so far as this summer is 
concerned, there does not seem to be any out- 
ward evidence on the part of this Congress 
to take drastic steps to change the type of the 
practice of medicine in this country. 


CORRESPONDENCE 
Wedgefield, S. C. 
July 20, 1937 
Dr. E. A. Hines 
Seneca, S. C. 
My Dear Dr. Hines; 

Now that I can no longer meet you face to 
face or touch elbows with you, I am with you 
at our meetings in spirit and thought, and think 
of you so often that I just want to write and 
express my appreciation for what you are doing, 
and congratulate our Association on having you 
to serve us. 

One fine April morning in 1891 I left 
my quiet country home inspired by heredity to 
be in closer touch with organized medicine and 
made my way to Anderson to attend the meeting 
of the Medical Association. There I saw very 
few familiar faces, but the atmosphere was in- 
spiring and every minute of the meeting was en- 
joyed. These were days when Transactions were 
being published. Later we saw the advent of a 


modest Journal which existed during the passing 
of years through many changes of personnel 
until the dawn of a new era when the present 
Secretary-Editor was placed in charge. Since 
that time it has grown by leaps and bounds 
umtil today it is as good as the best publication 
of its kind, one of which every reader should 
be proud. 

Keep up the good work, brother, for those 
of us who appreciate and enjoy it, also for 
those who disavow its principles or are strangers 
to them . 

With warm personal regards, I remain, 

Faithful and fraternally yours, 
F. M. Dwight 

Note: Dr. Dwight is an Honorary Fellow and 
now retired from practice, but he keeps up 
his interest in the Association and the Journal. 
Dr. Dwight was for many years a Councilor 
from the 7th District and served on the First 
Publication Committee of the Journal. 

Editor. 


RECTAL PROLAPSE AND 
HEMORRHOIDS 


When do you treat by injection and why? 
When do you operate and why? These ques- 
tions are frequently asked by patients and 
physicians. One answer could be age, physical 
condition of the patient, and economic status of 
patient must be considered. Another answer 
could be, We operate for painful rectal condi- 
tions or when hemorrhoids are complicated by 
anal ulcers, thrombosis, etc. Still another ans- 
wer could be, We treat by injection business 
men who refuse to take time off, elderly pa- 
tients or the youthful patients, and we may add 
those that are afraid of surgery and are biased 
and prejudiced because of having heard or 
known of some relative or friend having suf- 
fered severe pain following rectal surgery. 

Fifteen years ago it was a daily experience to 
hear some patient relate how an uncle had been 
ruined and had no control of his bowels, or had 
suffered such torture following a pile operation, 
that he wanted me to know in the beginning no 
surgery for him. There has been a marked 
change in the public’s attitude towards Rectal 
Surgery during the last decade, but we occasion- 
ally find a scary patient that will go into a night- 
mare at the thought of surgery of rectum. I 
have been told over and over of an acquain- 
tance that bled to death following pile opera- 
tion. These tales may have been true or false, 
but nevertheless the patient was scared. 

Another answer could be, We treat by injec- 
tion that unfortunate class with a Whitehead 
deformity. This is a condition where the rectal 
mucosa prolapses into a tumor or ring of pro- 
truding bowel encircling the anal canal outside, 
leaking mucus, and serous discharge, soiling 
patient’s undies, becoming traumatized and 
bleeding, a painful sagging mass, or if not a 
deformity following the old out dated opera- 
tion, then a contracted pencil size anal canal, 
all of which aided and abetted the innocent laity 


*Read before the Greenville County Medical So- 
ciety, Greenvilie, July 5, 1937. 
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GASTRO-ENTEROLOGY AND PROCTOLOGY 


BY W. T. BROCKMAN, M.D., GREENVILLE, S. C. 


to greater fear of Rectal Surgery. Was the 
laity justified in its honest prejudices? 


It is true, too, that the injection treatment of 
hemorrhoids has not been free of bias and pre- 
judice by medical men. Many of us can re- 
member the advertising quack; the itinerant 
pile doctor that injected our patients with a 30 
per cent to 50 per cent phenol solution, and how 
he produced an enormous dangerous slough in 
some, and cured others spectacularly. The older 
physicians saw enough of the bleeding, slough- 
ing, and abscess complications, to cause medical 
men to continue some bias until this day. Was 
the Medical Society justified in its bias? I say 
both sides had ample reasons to be prejudiced, 
but I warn you that unless regular ethical medi- 
cal men accept the injection method of treating 
selected types of internal hemorrhoids and rectal 
prolapse in children, we will make a mistake. 


In many sections of our country the various 
cults are attempting to use the method. They 
can only destroy it. It should be owned and 
manned by orthodox medicine as one of its 
agents in relieving distress and discomfort. It 
is not a cure all, but the advertising cult will say 
it is and abuse and destroy it. All specialities 
of medicine and surgery have advanced beyond 
the dream of our fathers during the last decade. 
Proctology is advancing. It is bringing up 
the rear. 

When do you treat by injection? 


Mrs. D. age 37; occupation, domestic; C. C. 
Bleeding hemorrhoids. 


History: The bleeding has been daily and 
constant for past year. Six months prior to my 
seeing her, she was placed in hospital in near- 
by city, and given three blood transfusions over 
a period of three weeks. Returning home to bed 
for a month, was given liver extract in the 
muscle and by mouth. Bleeding returned peri- 
odically with gradual increasing volume at 
stool. She came to me, hemoglobin 30 per cent ; 
red cell count 1,800,000. I advised the injection 
treatment every three days in the hospital. She 
never bled after the first injection. On tonics, 


liver extracts and iron, she made a dramatic 
recovery to normal health and strength. 

It is specific for bleeding internal hemor- 
rhoids, and rectal prolapse in children, and 
should be the surgeon’s first choice in cases of 
secondary anemia; also as a diagnostic agent 
in determining the source of rectal bleeding. 
Patient’s physical condition was a chief contrib- 
utory factor in deciding this case. 

Age is a deciding factor. Baby boy ; age 2 yrs. 
History of having prolapsed or protruded 
the entire lower rectum at every stool for sever- 
al months, The extrusion was the size of a hen 
egg and caused discomfort and crying until the 
mother could reduce this tumor. No history of 
diarrhea. 

Treatment: Patient was treated by injection 
into four anal quadrants high up above internal 
sphincter muscle once each week. Buttocks 
strapped with adhesive strips leaving opening 
for stool. 

Results: No protrusion after first treatment. 
Straps removed after five days, baby cured 
after three injections. Age influenced our 
choice as to remedy to be given. 

Economic status : 

Mr. L. Age 50: Occupation, Superintendent 
Cotton Mill; C. C. Protruding prolapsing 
homorrhoids. History: For several years hemor- 
rhoids would protrude at stool and easily re- 
duced. In time the protrusion began to occur 
while patient was on his feet supervising his 
work. The extruded mass brought on reflex 
backache, depressed mental attitude and irrita- 
bility of patient. He was treated by injection 
giving heavy doses from one and one half to 
three C C at first treatment. No protrusion 
after first treatment. Injection at five day inter- 
vals with gradual reduction in amount of fluid 
injected. Results: Patient clinically cured, 
happy that he could remain on his job where 
installation of new machinery was in progress. 
When Do You Operate And Why? 

Mrs. L. Age 39; Occupation, Domestic: C. C. 
Pain at stool. History: For three months 
patient had suffered pain at stool with increasing 
intensity. She had been nervous and unfit for 
social or domestic duties. She was admitted to 
the hospital in a nearby city and treated for 
nervousness for three weeks. She was thorough- 
ly examined except in anal canal, the examina- 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


199 


tion being by glove finger. In Hanes position 
with anal margin drawn apart by an assistant 
I could see a dime size ulcer hidden behind a 
prolapsed anal crypt on the posterior anal mar- 
gin. Anal ulcers or fissures are easily overlooked 
by going past the ulcer before we look. She 
was operated on and healed within three weeks. 
Recovery complete ; all nervousness gone. 
When Do We Operate And Why? 

Mrs. H. Age 37: Occupation Domestic: C. C. 
Protruding hemorrhoids: History; Patient 
felt a protrusion at stool only three weeks before 
coming to see me. Some discomfort following 
defecation, this continued daily with inability 
to reduce the tumor and slight discomfort, no 
bleeding. I operated by ligation excision and 
suture, excision of diseased crypts. 

Very little after pain, no complication. 
Patient dismissed at the end of three weeks. 
Comment: I vaccinated this patient against 
fistula in ano. This lady was operated because 
it is more permanent and more satisfactory. 
She was desirous of getting over with it in 
shorter time. 

Modern Rectal Surgery is safe and much 
less painful than of old, and in short much 
more satisfactory to the surgeon. It can be 
done under sacral or spinal anaesthesia. I 
prefer sacral anaesthesia except in the extreme 
nervous type when a general anaesthetic is to be 
preferred. 

Why Do We Operate? 

Because the anal crypts are often infected 
and can be removed along with hemorrhoids. 
A clean surgical procedure is vaccinating 
against rectal abscess and fistula, and in remov- 
ing anal pathology we can often cure constipa- 
tion produced by reflex spasticity of the colon 
ets., as well as the obstruction in the anal canal. 
All in all, modern Rectal Surgery is far away 
from the old crude operations of twenty years 
ago. 

Summary or Conclusions : 

1. The injection method of treating rectal 
diseases or conditions is a part of the arma- 
mentarium of the Proctologist. It is the method 
of choice in Procidenti Recti in children. 

2. It is a valuable palliative remedy in pa- 
tients who for economic reasons will not or 
possibly cannot take time off for surgery. 

3. It is a specific for bleeding hemorrhoids. 
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4. Operation for removal of hemorrhoids 
with complications such as anal ulcer,, crypti- 
tis, or thrombosis, is the method of first choice, 
and marked improvement in surgical technique 
has greatly lessened the post operative pain 
and aided in removing fear and dread of rectal 
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surgery. 

5. The excision of infected anal crypts at 
time of doing hemorrhoidectomy has prevented 
many complications of rectal abscess and fistula 
in ano and at the same time corrected bowel 
habit of constipation. 


SURGERY 


WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 


“VARIOUS ASPECTS OF THYROID 
DISEASE” 


At the meeting of the American Association 
for the Study of Goiter held in Detroit in June, 
thyroid and parathyroid diseases were dis- 
cussed in their various aspects. Rather than to 
report in detail on any individual paper, an 
attempt will be made to report briefly on sever- 
al which would be of most general interest. 

Dr. Hertz, of Boston, reported on the use of 
iodine in the treatment of mild hyperthyroidism 
and concluded that by this treatment a small 
percentage of such cases could be kept under 
control and operation avoided. In the discussion 
that followed it was generally agreed that 
iodine should not be used in this manner, as the 
small number of good results is far over- 
balanced by the harm done in most cases by 
postponing relief by operation. It was further 
pointed out that some cases become distinctly 
worse upon continuous iodine medication, and 
also that there are no criteria by which one can 
tell which cases will respond favorably. On 
the whole this method of trying to obtain a 
cure in hyperthyroidism was condemned and 
decried. 

Parathyroid gland transplants by means of 
tissue culture in which the blood serum of the 
recipient is used as the medium have not been 
as successful as they gave promise of being. 
Several observers—Dr. Lahey, of Boston, and 
Dr. Coller, of Ann Arbor, reported failures 
in all their cases. The picture may not be as 
dark as appears from these reports, as Dr. 
Stone, of Baltimore, who first described the 
method, is reported to still consider that the 
results have been successful in some of his 


cases. Unfortunately, he was not present at 
the meeting. It is to be hoped that he is correct, 
because if so we have at least a partial solution 
to a vexing problem. It was generally agreed 
that mose cases of tetany, even if severe, could 
be kept under control with a high calcium and 
vitamin D, and low phosphorous intake. The 
tendency was to dispense with the use of para- 
thormone, as being both unnecessary and at 
times unsatisfactory. Some cases could not be 
kept under control as long as it was used. 
Great emphasis was placed upon the avoidance 
of tetany by not injuring or removing the 
parathyroids. 

Recurrent hyperthyroidism was recognized 
as a definite problem which is practically 
limited to the exophthalmic type of goiter, 
seldom occurring after operations for nodular 
goiter, Its incidence depends to a great extent 
upon the amount of thyroid tissue left at ope- 
ration, though the tendency was toward con- 
servatism in this regard, due to the danger of 
tetany and recurrent laryngeal nerve injury. 
Other factors in recurrence are infections, 
serious illnesses, and psychic trauma. A 
particularly important factor is constitu- 
tional diathesis to the disease. A true recurrence 
must be distinguished from a persistency of 
the disease, the result of not removing suffi- 
cent gland, a retropharyngeal projection at 
the upper pole being commonly overlooked. 

X-ray as a form of treatment did not receive 
much discussion. It was considered as causing 
a partial remission of the symptoms but seldom 
effecting a complete cure. 

Emphasis was placed upon the use of 
multiple stage operations as a means of lower- 
ing the mortality in bad risk cases, due to the 
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severity of the disease, senility, technical 
difficulties at operation, and other causes. In 
some cases the second lobe is removed during 
the same hospital admission. 

In discussing the basal metabolic test, it was 
brought out that it is subject to many errors, 
technical and otherwise—so much so that a 
single test is often inadequate—it being advis- 
able to repeat it until 2 or 3 consecutive readings 
approximate each other. It must be interpreted 
always in the light of other findings. Dr. 
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Boothby, of the Mayo Clinic, gave a statistical 
report in which he pointed out that in a small 
percentage of cases a basal metabolic rate 
above normal is found in the absence of 
hyperthyroidism and a normal basal metabolic 
rate in the presence of hyperthyroidism. This 
applied to cases of the so-called exophthalmic 
type. The nodular goiters not infrequently 
have a harmful effect, especially upon the 
heart, without causing an elevation of the 
basal metabolic rate. 


OBSTETRICS AND GYNECOLOGY 


J. D. GUESS, M.D., GREENVILLE, S. C. 


THE RELATIONSHIP OF ANTENATAL 
CARE AND ALLEVIATION OF 
PAIN IN LABOR 


Much is spoken and written concerning the 
benefits of antenatal care to both patient and 
doctor. It is claimed by some and with good 


reason that the only important true advance in 
obstetrical art in the past twenty-five years is 
in the matter of antenatal care. Statistics can be 
marshaled to demonstrate its value in reducing 
mortality and morbidity. Careful conscientious 
medical supervision throughout pregnancy 
allows the doctor to familiarize himself with 
any constitutional or functional defect which 
the patient may have. It gives the doctor 
opportunity to follow the development of the 
fetus and to guard against complications in the 
mother, and if they do occur, to begin treatment 
early. It allows him in most instances to plan 
the labor and to be prepared for interference 
should this be necessary. 

There is much in current literature, both 
medical and non-medical, on the subject of the 
alleviation of pain in childbirth. The pro- 
fession is making an honest effort to develop 
safe and workable methods to reduce or destroy 
the agony of parturition. On the other hand, 
lay writers are quick to grasp all new methods 
of pain relief reported, long before they are 
tried and proven, and they attempt by vigorous 
propaganda to force upon the profession meth- 
ods with which they are unfamiliar and con- 


cerning the safety of which they are not satis- 
fied. 

But in all the writing and talking about 
prenatal care and about relief of pain in labor, 
there is one phase of each which is rarely 
mentioned and less often stressed, namely, the 
relationship which exists between them. 

Any observant obstetrician whose practice 
includes cases wihch have been under his 
attentive care for several months and also 
cases which have not had this prolonged pro- 


_ fessional contact with him realizes the difference 


in the attitude toward labor exhibited by the 
two types. The former as a rule look forward 
to labor with hope and without great fear, and 
the latter, especially if it is a first labor, are 
uneasy and anxious. 

Hypnotism has been suggested and used 
successfully to a limited extent to prevent 
recollection of the events and discomforts of 
labor. This is but an extreme degree of mental 
influence exerted by a physician upon his 
patient. This type of treatment is not avail- 
able to most of us,and if it were, it is question- 
able whether or not it would be desirable for 
extensive use. 

Such is not the case with the mental in- 
fluence which can be exerted upon his patient 
by a physician during the months of prenatal 
care. This is safe and widely applicable. 

The association of doctor and patient allows 
the doctor to search out her fears and allay 
them. He has an opportunity to counteract the 
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influence of well meaning, but indiscreet, 
friends who go to great pains to warn the 
expectant mother of the horrors of labor and to 
recite in great detail every obstetrical tragedy 
of which they have heard. As I write, patient 
after patient comes to mind, where the greatest 
benefit I rendered her during the antenatal 
period was to reestablish calmness in outlook, 
to banish unreasonable fears, and to make it 
possible for her to enter labor reassured that 
she would not be allowed to suffer unnecessary 
pain, and with a profoundly trusting confi- 
dence that I would make everything all right. 
It is a child-like faith almost like that of which 
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religious leaders speak, and it is effective in 
actually lessening the discomforts of labor, and 
in preventing accidents and in making meddle- 
some interference less likely. Where such 
calmness and such fortitude have been estab- 
lished, there is much lessened need of drug 
analgesics. They are not called for so early and 
the dosage required is not so great. The pain 
differential between the more civilized woman 
and her who is lower in the social scale is 
definitely lessened, and they react to labors more 
nearly alike. 

The value of this phase of medical care 
of expectant mothers should be more generally 
recognized. 


THE UROLOGICAL ASSOCIATION OF SOUTH CAROLINA 


KEPORT ON THE MEETING OF THE 
AMERICAN UROLOGICAL 
ASSOCIATION 


Columbia, S. C. 
July 27, 1937 
Dr. E. A. Hines, 
Editor of the Journal of the S. C. Medical 
Association, 
Seneca, S. C. 
Dear Dr. Hines: 

Your readers may be interested in my im- 
pression of the recent annual meeting of the 
American Urological Association held in Min- 
neopolis the last week in June. 

On my trip I had a good ring-side seat at 
the Louis-Braddock fight. I think Louis fought 
a careful, not very aggressive battle until his 
big opening came. He was throughly trained 
to avoid running into Braddock’s right glove. 
You remember Schmelling whipped Louis with 
his right hand punches ; so naturally and proper- 
ly Joe was on the avoidance end if possible of 
punches from the right of his opponent. He 
kept Braddock back with constant left hand 
harrassing and mildly damaging, short, almost 
just wrist flipping, punches to Braddock’s 
face. 

Braddock was badly off with his right hand 
timing. Time after time he missed Joe’s head 


always by the same distance. The crowd yelled, 
“Hit a few inches lower next time,” for Louis 
was always ducking just lower than Braddock’s 
aim. At last Louis had a short quick opening 
just right to end the fight. 

Braddock might have had a good stout “fight- 
ing heart,” but he lacked “something” in his 
legs and arms and head, that “something” 
someone must have to stop Joe Louis. 

We physicians know that the human body 
decreases in performing physically perfect 
actions requiring stamina, co-ordination, tim- 
ing and reaction swiftness. We know we lose 
with each year, say after twenty-five, especi- 
ally if we have had long “lay-off” rest periods. 
That is the whole story. Louis is approaching 
the peak of his prime and Braddock has for 
several years been coasting without much 
physical effort down into the valley of the 
“has-beens.” 

Minneapolis impressed me as being a good 
size town of very friendly people. Dr. William 
Jones, of Columbia, is doing quite well there, 
confining his practice to surgery. He gave me 
an excellent view of the city and somewhat 
of an intimate insight into the folks who live 
there. I was delighted with everything “but” 
the awful hardness of their water. We South 
Carolinians should appreciate our pure, soft 


water, for hard water is an every minute handi- 
cap and annoyance. 

Receiving certification from the American 
Urological Board of Examinations is still very 
prominent in the minds of many men who 
confine their practice to this specialty. The 
Examining Board will continue to be very 
busy for several years to come. 

The high-light of the scientific meeting was 
the question of urinary tract infections. We had 
a symposium of pyelonephritis and a special 
paper from Dr. Braasch on this subject. There 
was another symposium on the infected pro- 
state; hydro-nephrosis and renal tumors re- 
ceived much discussion. 

To summarize, I would say that great em- 
phasis was laid on the importance of thorough 
bacteriological studies in urinary tract infec- 
tions. We must know accurately the source and 
causative germ to accurately and scientfically 
direct our treatment. For example, the cocci 
group will often respond to neo-salvarsan and 
the bacilliary group are helped or cured with 
mandelic acid. 

Sulfanilamide received a great deal of com- 
ment. It apparently will prove to be a most 
valuable drug with which to fight urinary sepsis. 
It is worthy of note that Dr. Hugh Wyman, of 
this city, had been using sulfanilamide for over 
two months before Dr. Colston came out in 
“Time Magazine” with his comments. Dr. Wy- 
man had about arrived at some definite con- 
clusions, having used the drug on fifty some 
odd patients and was preparing to report his 
impressions at just about the time Dr. Colston 
published his results. Our conclusions, how- 
ever, very accurately parallel the opinion of 
others who have used the drug. We feel that 
large doses should be pushed for the first week 
and then continued with smaller doses for the 
following week, then two more weeks of only 
four tablets a day. We have had a number of 
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mild to moderate reactions. All should be told 
that they will feel let-down and much below 
par. Some will have skin reactions and fever. 
One patient had a rather severe but only tem- 
porary jaundice. I believe twelve tablets for 
the first four days, then ten tablets for four 
days followed with eight a day for a week and 
continuing with four a day until a total month 
is completed, is a safe dose regime to follow. 
Of course, the patient and his urine should be 
examined daily and the drug stopped tempor- 
arily if fever or a skin rash or jaundice occur. 
The haemoglobin should also be recorded every 
few days. 

Drainage in the face of urinary tract infec- 
tions was stressed by Dr. Hunner. I am proud 
that I read a paper to our State Association 
several years ago on the subject of the impor- 
tance of drainage of infections. 

Any urinary tract sepsis, as evidenced by pus 
in the urine, requires a complete urinary tract 
study with the X-Ray and Cystoscope. I have 
a patient in the hospital this minute, whose kid- 
ney I had to remove last week, who has had pus 
in her urine for years. She has even been 
cystoscoped, but no X-Ray was taken until I 
examined her and found a large staghorn cal- 
culus completely filling the kidney pelvis and 
calices, accompanied by such a total and long- 
standing impairment of the kidney function 
that it was necessary to remove that kidney. 

I fear that if the use of sulfanilamide pre- 
vents complete urological studies it will do more 
harm than good. 

I spent a couple of days at the Mayo Clinic 
and had the pleasure of seeing several of our 
South Carolina “boys” who are held in high 
esteem there. I refer particularly to Drs. Hines, 
Buie, and Wagener. They were all very busy 
but took time off to be cordial and interested 
in their home State. 

Marion H. Wyman, M.D. 
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PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 


Case of Drs. Cain and Linton 
ABSTRACT NO. 339 (37147) 


Student Blair (presenting case) : 

A twenty year old white woman, single, admitted 
1-3-37, died 1 8-37. Two histories obtained on this 
case. 

(A) Persistent upper abdominal pain for 2 months, 
pain more noticeable in lower abdomen for 1 week. 
No bowel movement for 7 days. Vomiting every- 
thing taken for several days, but no vomiting for 
3 days before admission. Had eaten practically 
nothing for 10 days. Fever for several days, no 
chills. No urinary symptoms. Menses 13x28x4-5 days. 
LMP 12-5-37. Began to menstruate again the day 
of admission but stopped. 


(B) Menses on Oct. 8, 1936 normal. About Nov. 
20-24 folowing intercourse, passed a piece of tissue 
about 14%x1 inch, pinkish in color. Vagina: bleeding 
has not ceased since, of a “dirty brown color and had 
a foul odor.” Chills early in December, became 
feverish and vomited about Dec. 25, 1936. 


Exam: Toxic, dehyrated, anemic woman. Temp. 
102, pulse 132, resp 34, BP 120/68. Skin hot and dry. 
Eyes, ears, nose, throat negative. Lymph glands not 
palpable. Breasts’ soft, no masses. Chest clear. No 
abnormal heart findings. Abdomen: “Distended, 
Marked rigidity over entire abdomen, most marked 
over right side. Tender generally over abdomen, but 
most marked over appendiceal area. No masses felt. 
Some audible peristalsis over left side of abdomen.” 
Rectal: “A mass, probably uterus, palpable in cul- 
de-sac.” Pelvic Exam (by history-taker <A): 
“Vagina admits one finger. Some bloody discharge. 
Cervix feels edematous. Marked tenderness on 
manipulation of cervix. Due to lack of relaxation, 
examination not satisfactory. No masses felt.” Pelvic 
Exam. (by history taker B): “Easy two-finger 
examination. Cervix soft and patent. Uterus seems 
enlarged and boggy. Exquisite tenderness thruout. 
Dirty vaginal bleeding.” Remainder of Exam. neg- 
ative. 

Lab: Urine (voided) reddish-yellow: Sp. Gr. 
1.018;alb 1 plus; sugar, acetone and casts neg.; 
leukocytes 5-6 per HPF; RBC 2 plus. Blood (1-3-37; 
1-6-37): Hb 70 per cent; RBC -,-; WBC 12400, 
12700; polys 91 percent, 89 percent ; lymphs 8 per cent, 
11 per cent. Blood Kolmer and Kline neg. 

Course: Temp. persistently elevated 100-103 except 
for day before death, when it fell to 98.4, fo:lowed 
by rise to 104 on day of death. Pulse generally 120- 
140, rising to 156 on day of death. Resp. usually 
20-36, rising to 52 just before death. Levin tube 


passed on 1-4-37 and left in place. Water taken by 
mouth and usually retained, but vomited occasionally 
in spite of duodenal tube. Abdominal distension 
lessened but no normal stools were passed. Enemata 
usually resu‘ted in obtaining a yellow-stained fluid 
and some flatus. On 1-4-37 passed some dark green 
fluid containing blood and mucus per rectum. Given 
blood transfusion (150 cc.) on 1-6-37. Patient ap- 
peared to improve. On 1-8-37 at 1:30 AM _ was 
awakened by a loud “pop” in her left side. When 
seen later in morning of 1-8-37, patient was very 
much worse, abdomen markedly distended, shifting 
dullness in flanks. Pulse became imperceptible, facies 
cyanotic. Ceased to breathe at 12:25 PM of 1-8 37. 

Dr. Cain (conducting): Mr. Hayes, will you 
analyze the case? 

Student Hayes: We have a young woman whose 
history and positive findings are mostly related to the 
abdomen. In the first history, the lack of bowel move- 
ments and the vomiting suggest intestinal obstruc- 
tion. In the second history, the passage of a piece 
of pink tissue through the vagina, and the subse- 
quent dirty vaginal b'eeding suggest septic abortion. 
The findings on abdominal examination seem to be 
those of generalized peritonitis. To bear out the 
idea of intestinal obstruction the one examiner noted 
active peristalsis, and to bear out the idea of septic 
abortion, the other examiner found an enlarged and 
boggy uterus. 


I believe that the patient had a septic abortion and 
an acute intestinal obstruction. The location and 
cause of the obstruction I do not know. 

Dr. Cain: Do you think that you have both 
diagnoses to explain the symptoms? 


Student Hayes: The septic abortion could have 
been followed by peritonitis, but peritonitis of this 
type seldom lasts as long as this one did. Too, the 
ileus which frequently goes with intestinai obstru- 
tion, and causes the symptoms of obstruction, should 
not be associated with active peristalsis, since ileus 
is a paralytic state of the bowel. 

Dr. Cain: In the first history, the upper abdominal 
pain was of about two months’ duration. According 
to her second history, if she was pregnant, she must 
have become pregnant about two months before her 
admission. Can you think of anything which might 
have occurred during early pregnancy that would 
permit you to tie together the two conflicting histories ? 

Student Hayes: Pyelitis could possibly tie the 
two together, hut the abstract records show that there 
were no urinary symptoms. I can’t think of any 
condition that would satisfactorily explain the upper 
abdominal pain in very early pregnancy. 
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Dr. Cain: Then you believe that her symptoms 
in October were due to an incomp‘ete intestinal 
obstruction, and that her final picture is one of sep- 
tic abortion, and so are forced to make two diag- 
noses. 

Mr. Sweatman, what do you think of the case. 

Student Sweatman: I believe that septic abortion 
with peritonitis is the most likely diagnosis. It is 
possible that she had a tubal pregnancy, that 
frequently gives vague upper abdominal pains. 

Dr. Cain: The upper abdominal pains in tubal 
pregnancy are not usually present before rupture 
or tubal abortion. I gather that you believe that the 
first history was erroneous, and that the girl was 
trying to cover up her true symptoms. 

Mr. Rogers, will you discuss the case? 

Student Rogers: I don’t believe that we can doubt 
one history more than the other, and hence we must 
consider both possibilities. Since the two histories 
cannot be tied together, I believe on’y one of them 
is accurate. From History “A”, the case sounds 
like one of chronic intestinal obstruction, which 
cou'd have been followed by peritonitis to give the 
terminal picture. From History “B”, it sounds like 
septic abortion, which could also have been followed 
by peritonitis. Which of the two is accurate, I cannot 
say on the basis of the findings. 

Dr. Cain: Just suppose the second history is 
correct. The upper abdominal pain which the patient 
had in October was not so severe that she had to 
stop working. Not infrequently patients get all sorts 
of vague symptoms referable to the abdomen and 
elsewhere during pregnancy. 

Mr. Scott, why do you think this patient’s bowels 
did not move? She was taking enemas at home be- 
fore she was brought to the hospital. 

Student Scott: She had hard‘y eaten for ten days, 
and hence she didn’t have much in her bowels to 
move. And women are frequently constipated 
(laughter). 

Dr. Cain: Well, what do you think caused her to 
vomit ? 

Student Scott: I believe it was the toxemia of 
her infection, and the ileus of peritonitis which 
caused her to vomit, and which caused the enemas 
to be unsuccessful. 

Dr. Cain: Dr. Linton, do you have something to 
say about the case? 

Dr. Linton: I saw this case on the surgical ward. 
At that time she had extreme tenderness and rigidity 
over the entire abdomen, and I was unable to make 
out any greater rigidity in one part than in another. 
There was some blood in her vagina, and she had 
been bleeding that day. Finding that, I became some- 
what suspicious, and the second history was then 
obtained. I tried very hard not to make my questions 
leading as I realized that a very sick patient would 
be apt to admit almost anything to keep from being 
annoyed. That history was as accurate as I could 
make it. 

I thought the patient had endometritis, followed 


by parametritis, peritonitis and adynamic ileus. We 
were quite confident that the intestinal tract was 
obstructed, but thought it was ileus causing the 
obstruction. Because of that opinion, we did not 
operate, but put her on the more conservative 
treatment, duodenal drainage. 

Dr. Cain: Dr. Linton has told you more of the 
“inside story” of this case. I saw the patient after he 
had seen her, agreed with his diagnosis, and accepted 
her on the gynecology service. We treated her on 
turpentine stupes and she seemed to get better on 
this regime, although she did not evacuate normally. 
The “pop” that occurred the day of death was not 
only heard by the patient herself, but the patient in 
the next bed said she heard it, too. 

Dr. Lynch: We can’t show you the whole 
specimen upon which this illness was based grossly, 
and we must resort to microscopic demonstration. 
This twenty year old girl had cancer of the splenic 
flexure of the colon which caused an annular con- 
striction there, with almost complete occlusion of the 
lumen of the bowel. The cancer was of only small 
extent, and the specimen was completely used up in 
preparing microscopic sections. 

Here you see (micro-projections) the normal 
epithelial glands of the mucosa of the colon, and 
right beside these, this abnormal growth of 
epithelial cells, quite active, with hyperchromatic 
nuclei, and with extension of the tumor ce‘ls through 
the submucosa, into the muscularis and serosal coat. 

Proximal to the occlusion of the gut by the cancer, 
the bowel was greatly dilated, its walls very friable, 
and there was an extensive ulceration of the mucosa. 
Distal to the point of obstruction the bowel was 
collapsed and not ulcerated. There was a generalized 
purulent peritonitis of some duration, as is fre- 
quently seen with intestinal obstruction, even without 
perforation of the bowel. The peritonitis was _be- 
coming organized, and the assumption is that she 
had peritonitis before she came into the hospital. 

The ulcerations of the colon proximal to the 
obstruction are remarkably similar, grossly, to the 
ulcerations of amoebic dysentery, but there were 
no amoebas to be found in the sections. Such ulcer- 
ations are very commonly found in cases of intestinal 
obstruction, and apparently are due to the stasis of 
the fecal circulation, with opportunity for infection 
to invade the walls of the bowel from the lumen. 
In this greatiy dilated portion, right in the base of 
an ulcer, there was an opening in the bowel, through 
which fecal material passed freely into the peritoneal 
cavity. This hole could conceivably have been the 
result of the embalmer’s work, as he had used a 
trocar in the upper abdomen. But with the history 
of the sudden loud “pop”, which was heard by the 
patient herself and also by the next patient on the 
ward, followed by the rapid development of shock 
and death, I believe we must admit that that hole 
was probably a spontaneous rupture of the already 
greatly distended bowel, through an ulcer. The loud- 
ness of the noise seems quite remarkable, however. 


206 


lf the patient had been the only one who heard it, 
1 would have doubted it, but the story of the next 
patient seems hard to refute. 

There was no evident of the patient ever having 
been pregnant. Her uterus was quite small, as you 
can see here (demonstrating autopsy specimens), 
and there was no corpus luteum in either ovary to 
suggest a recent pregnancy. It is, of course, possible 
that she was pregnant two months ago, but certainly 
there in no evidence of it now, and there is no 
evidence of there having been infection of the uterus. 

I beiieve that the second story of this patient was 
entirely untrue, and probably built up in this manner ; 
the patient had made herself liable to pregnancy by 
her own admission, and she was afraid that she was 
pregnant. With this fear, and with the deve‘opment 
of symptoms at about the same time, she was 
probably convinced in her own mind that her 
symptoms were related to pregnancy, and was willing 
and anxious to give such a history. The piece of 
“tissue” was probably a small clot of menstrual 
blood. 

The bleeding at the time of admission to the 
hospital was probably her normal menstruation. 
Microscopic sections of the uterus show a small 
amount of blood in the endometrium, but no other 
lesions. 


Another thing of interest in this case is the 
occurrence of cancer at the early age of twenty. If 
this patient had consu:ted a physician a month or 
so earlier, her symptoms would have led to an in- 
vestigation of the gastro-intestinai tract by X-ray 
and barium enema, and she would have come to 
operation. Her tumor could have been resected; 
there were no metastases in the liver or regional 
lymph nodes. 


One aspect of the diagnosis of this case was 
rather neglected, and that was the observation of 
the case. The nurse recorded on her part of the chart 
that the enemas failed to have effect, that the stool 
contained blood and mucus, but these things either 
did not come to the attention of the physicians, or 
else they failed to note them on the progress record. 
In any case where the history and examination 
leave great doubt as to the diagnosis, the observation 
and progress record should be done very carefully; 
in this case the progress record leans very strongiy 
towards the diagnosis of obstruction, and _ the 
evidence might have been even stronger if the 
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physicians had pursued some of the leads more 
thoroughly . 

Dr. Cain: Another lesson to be learned from this 
case is this: when a single woman makes herself 
liable to pregnancy, her story is almost always un- 
reliable. And further, amenorrhoea does not neces- 
sarily mean pregnancy. If this young woman had 
been given the benefit of the doubts in the case, she 
would have been operated, and possibly saved. There 
is no doubt that we jumped to conclusions too 
hurriedly. 

Aside from that, the diagnosis of carcinoma of 
the bowel is of interest only because of its rarity in 
one of this age. 

Dr. Lynch: If we are to get anywhere in our fight 
against cancer, we must never discard the diagnosis 
of malignant neoplasm just because the age makes 
it unlikely. That is an obvious lesson. 
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